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The 1990 health objectives for the nation, published in 1980, have received mixed reviews. To shed more light on the conflicting views of the progress in US. health promotion/ disease prevention, this DataWatch compares the structure and relevance of the 1990 objectives with the emerging year 2000 objectives. This assessment is both premature and opportune. It is premature in the sense that all the data are not yet in on attainment of the 1990 objectives. Further, the year 2000 objectives are in draft form only and will be subject to extensive revision. However, as we are poised on the threshold of a new decade, what better time is there to assess where we have been and where we are going, according to these tenyear plans for the nation's health?
Relevance Of The 1990 Objectives
The first surgeon general's report on health promotion and disease prevention (Healthy People, 1979) set national goals for each of five major stages of life, from infancy through old age. 1 In 1980, the Public Health Service (PHS) identified fifteen priority areas as keys to achieving these goals. 2 Through a complex process of review and comment, 226 specific objectives emerged. Key to establishing the relevance of the 1990 objectives is to understand why the particular objectives were selected. One basis for selection appears to be that improvement was possible or likely. This is reasonable but can bias the picture of the nation's health. For example, the expectation that acquired immunodeficiency syndrome (AIDS) or Alzheimer's disease (neither of which was included in the 1990 objectives) will not diminish during the time under consideration should not be the basis for excluding these conditions from the objectives. Objectives can be set for stabilizing or retarding the growth of negative trends. Further, for the purposes of monitoring the overall health of the nation, such conditions need to be included to complete the picture and to plan for necessary services and personnel.
Another reasonable criterion for selection of objectives is whether or not they are measurable. If there is no baseline measurement, it is impossible to track progress or to separate out the impact of an intervention from secular trends, or what might have happened in the absence of special interventions. If, in addition, no measurements are available at the end of the planning period, there is little point in including the objective at all. It is possible that the objective can be to develop measures of an important phenomenon, but such objectives must be clearly distinguished from measurable ones. A major problem with the 1990 objectives is that more than one-quarter of them were not measured. 3 Politics and ideologies also may play a role in the selection of national objectives. It is debatable whether or not this is appropriate, yet it is certainly important to recognize their impact. For example, the only 1990 objective concerning abortion, included in Promoting Health/ Preventing Disease, was not included in A Midcourse Review-according to one highranking PHS official, for political and ideological reasons.
One important criticism of the 1990 objectives is that they were never modified to include human immunodeficiency virus (HIV) infection and AIDS. It is true that AIDS was not recognized as a disease until 1981, two years after the 1990 objectives had been established. However, it is also true that by 1983 PHS clearly recognized HIV infection as a national epidemic. In the summer of 1983, Assistant Secretary for Health Edward N. Brandt wrote, "The search for answers to the cause, treatment, and prevention of AIDS is the number one priority of the [PHS] ." 4 In 1985, William Parra and Willard Cates echoed this priority in their discussion of progress toward the 1990 objectives for sexually transmitted diseases. 5 Despite this recognition, and the fact that an objective concerning Legionnaires' disease was added to the 1990 objectives (it was not included in Promoting Health/ Preventing Disease but was included in A Midcourse Review), none was ever added for the much deadlier and more highly prevalent disease AIDS.
One selection criterion that was explicitly excluded from the 1990 objectives was any ranking by priorities. The justification is that priority setting is best left to state and local health agencies and others with a stake in community health. Also, arriving at consensus about priorities would certainly be a difficult task. Different interests view priorities differently. Making the priorities list too explicit at the national level could reduce the total resource pool available. Still, priorities ultimately must be assigned for resource allocation purposes, and some of these decisions are certainly made at the national level. We believe that setting over two hundred objectives of equal weight does not provide sufficient structure for planning, even in a pluralistic society.
Results In Reaching The 1990 Health Objectives
Those who believe we have failed to reach the 1990 health objectives reach that conclusion for a number of comparative reasons. First, some groups, such as the Children's Defense Fund, claim that not enough of the objectives are being attained and that the rate of progress is too slow. 6 Second, discrepancies between the health of minorities and the rest of the population are too great. 7 Third, we are not doing as well in infant mortality and life expectancy at birth as some countries with similar or even lower standards of living.
8 Finally, we are not doing as well as we should given the large amount of money spent on health care in the United States. While the United States spends more of its gross domestic product on health than any other Western industrialized country, more than thirty million people remain uninsured, and consumers and providers alike view the health care system in a state of crisis. Data. The data presented here are primarily from A Midcourse Review, which provides information on results in attaining the 1990 objectives primarily through 1985. 10 While we were forced to recode the data to obtain specific results for each of the 226 objectives, our intent was to replicate the judgments made by the report's authors. In general, those judgments were made on the basis of data available from 1979 to 1985 and extrapolations of trends to the likely situation in 1990. In some instances, current or probable interventions also were taken into account in the projections. We have also updated the 1985 results of the objectives using data from Health, United States, 1989 , and Prevention Profile, published by the National Center for Health Statistics. 11 The most current data included for some objectives are from 1987-1988. In other instances, there are no new data since A Midcourse Review. Prevention Profile does not provide explicit judgments about the final results for each objective for 1990. Our own best judgment is based on available information about whether the objective has been achieved, is on track, or is unlikely to be achieved, or whether data are insufficient to make a judgment.
Reaching the national goals. It appears doubtful that an infant mortality rate of nine per thousand live births will be reached by 1990. The rate for 1987 was 10.1. The goal of 34 deaths per 100,000 for children ages one to fourteen was already reached in 1987 (the rate was 33.3). The goal for young adults ages fifteen to twenty-four is a death rate of 93 per 100,000; the 1987 rate was 99.4. Because of the instability of this rate in recent years, it is questionable as to whether the 1990 goal will be attained. Given current trends, it appears likely that the goal of 400 deaths per 100,000 for adults ages twenty-five to sixty-four will be attained. Finally, it appears likely that the original goal of no more than thirty restricted activity days per person per year for persons age sixty-five and over will be attained. However, bed days has (now) been suggested as a more sensitive measure of older persons' incapacity. 12 It is unlikely that the new goal of twelve bed days per person will be reached by 1990 (it was fourteen days per person in 1987).
Reaching the 226 specific objectives. By 1985, 13 percent of the objectives had already been attained, and another 35 percent were judged to "be on track" (Exhibit 1). That left more than one-half of the objectives judged "unlikely to be achieved" (26 percent) or lacking data to judge attainment (26 percent). This is not a particularly strong report card for the 1990 national objectives.
The large proportion of unattained objectives, assuming valid predictions, can result from a number of situations. Some objectives may simply be overly ambitious and unrealistic. One possible example is the objective that the maternal mortality rate should not exceed 5 per 100,000 live births for any racial or ethnic group. The rate for blacks in 1978 was twenty-five. It was reduced to 14.2 in 1987; while a substantial reduction, this is still almost three times the goal for 1990. 13 Other objectives not obtained may have been generated with the expectation of successful interventions that were not realized. Examples here might include the objectives to reduce birth rates for girls ages fifteen to seventeen. Actually, the rates in this area have been quite constant over the past decade.
14 There are also multiple reasons for the lack of data for more than onequarter of the objectives. In some areas, such as toxic agent and radiation control, unmeasured objectives reflect new priorities and advanced knowledge of the late 1970s for which there were no national baseline data. 15 Some objectives are unmeasurable largely because of the way they were formulated; others, because they refer to multiple groups with data available for some but not for others. For example, a public awareness objective is that at least 75 percent of men and women age fourteen and over should be able to describe accurately the various contraceptive methods. Data are available for females but not for males. Other objectives include multiple parts and are stated in such general fashion as to be virtually unmeasurable.
In Exhibit 1, the proportion of achieved and on-track objectives is similar for preventive services, health protection, and health promotion objectives. The area of preventive services has a relatively large proportion of objectives considered unlikely to be achieved, and health protection has proportionately more objectives with no data.
Assessment of the proportion of objectives achieved is greatly influenced by the proportion of the objectives that were actually measured. Exhibit 2 provides a sense of the variation in the proportion of objectives measured for each of the fifteen categories. Few of the toxic agent and radiation control objectives were actually measured. In contrast, all the other objectives were measured from 60 to 100 percent of the time.
Although the authors of the 1990 objectives avoided setting priorities, it is certainly tempting to look at level of achievement among a subset of the objectives considered to be of particular importance. 16 In Exhibit 3, we consider only the type of objective dealing with the ultimate outcome: improvement of health status. Further, Exhibit 3 includes only measured objectives. It shows that of a total of forty-seven measured objectives concerning health status, thirty-two were achieved or on track.
Finally, Exhibit 4 provides some idea of how the status of objectives might change as we get closer to the end of 1990. We were able to gather updated information on all of the objectives from Prevention Profile. Some changes are apparent in the status of the 226 objectives between 1985 and sodium content in processed foods, which was not achieved in 1985; in 1986, a new Food and Drug Administration (FDA) regulation went into effect, causing the percentage of processed foods labeled for sodium content to exceed the 50 percent objective. Conversely, in the family planning area, A Midcourse Review judged it likely that the discrepancy in the proportion of unplanned births according to income level might be reduced by 50 percent between 1976 and 1990 and thus reach the planned objective. New data in Prevention Profile suggest that the objective is unlikely to be achieved.
A number of pregnancy and infant health objectives that were judged unlikely to be reached on the basis of 1985 information have been or appear likely to be achieved on the basis of more recent information. These include a rate of Rhesus Hemotylic disease (RhHND) of below 1.3 per 1,000 births and implementation of a system for comprehensive assessment of the impact of prenatal factors on child development. Finally, we changed the status of objectives in the pregnancy and infant health category to "no data" where it was unclear whether the available data measured the objective. These comparisons of the results from A Midcourse Review with up dated results suggest that the final status of some objectives is likely to change when the final results are published in 1991-1992. However, it appears that, for the majority of objectives, the data available here are sufficient to provide a sound basis for judging whether or not the objective will be achieved by the end of 1990.
Changes In The Year 2000 Objectives
Criteria. The year 2000 approach includes more explicit criteria for developing appropriate objectives than did the 1990 process. According to these criteria, the year 2000 objectives should be realistic; be understandable to a broad audience; include both outcomes and methods to achieve them; be quantifiable; be linked to the 1990 objectives; be compatible with goals already adopted by health organizations; not be determined by the availability of data alone; and involve the concerns and support of professionals, advocates, and consumers as well as state and local health departments. Each criterion appears sensible and relevant in its own right; however, compatibility with all other criteria can sometimes be a problem. For example, trying to incorporate input from many divergent interest groups and construct only realistic objectives is a precarious balancing act. Additionally, how can objectives be free from data constraints and at the same time be measurable? Authors of the year 2000 objectives claim to have dealt with the latter problem by requiring that all objectives must be measurable "in principle." For the majority of objectives, some baseline data are available. For many objectives, how- ever, baseline data are not available (to the credit of the authors and contrary to some 1990 objectives-these objectives are stated in a measurable way, which is not dependent on knowledge of the baseline situation). When baseline data are not available, the authors claim, data to measure achievement of the stated target can be obtained through either existing data or new surveys. The difference between judging that data can be obtained and actually obtaining the data may cause significant problems for a number of objectives.
We criticized the 1990 objectives for not always clearly distinguishing feasibility of achievement. Are the emerging year 2000 objectives better in this respect? The authors of the current objectives attempt to deal more directly with the problem. To judge feasibility, they note that "simple statistical trend analyses" are presented for a number of objectives. 17 They assume, "In most cases, projecting the line beyond the last observed point gives a rough indication of what value might be achieved by the year 2000 if no further action is taken." For starters, this seems to be a reasonable approach. Still, straight linear extrapolations can be quite misleading, as in the case of projecting remaining years of life for older persons for the 1970s and 1980s based on death rates in the 1960s and earlier years. Since older persons started living longer, the extrapolations led to considerable underestimates. The authors indicate further that a "challenge" has generally been created as the proposed target has been set to be more favorable than the projected value. The feasibility of the incremental action or intervention needed to attain the more favorable value is certainly not always clear. In addition, as the authors rightly point out, in some cases, even maintaining the current value will require substantial effort. So, while clarifying steps have been taken with the year 2000 objectives, we are still sometimes left with the question of whether reaching the objectives is feasible.
Conclusion
In sum, we believe that the crafting and assessment of the year 1990 objectives was a monumental and generally useful exercise. The relevance of the objectives has sometimes been limited by the complexity of the process to develop them and by confusion about their purpose and underlying assumptions. The preliminary results suggest that, for the majority of areas considered, some improvement is taking place-for example, in high blood pressure control, prevention of injury, smoking reduction, occupational safety, and dental health. There are important exceptions in other areas, such as pregnancy and infant health, family planning, nutrition, fitness, and violent behavior. Also, some critics have major concerns about the rate of change and our inability to measure important subjects. It appears that the lessons learned from the objectives will improve the relevance of the year 2000 objectives, although many problems remain. Whether we will observe the targeted improvement in the results for the year 2000 objectives remains an open question.
